Subtotal splenectomy for splenic abscess S plenic abscess generally occurs in patients with neoplasia, immunodeficiency, hemoglobinopathies, trauma, metastatic infection, splenic infarct and diabetes.
CASE REPORT
A 49-year-old man presented to the emergency department with retrosternal chest pain. An electrocardiogram and cardiac enzyme levels revealed acute myocardial infarction. Thrombolytic therapy produced satisfactory results. Two days later, he reported a suddenonset pain in his upper left quadrant. Abdominal ultrasound and computed tomography (CT) scans showed a large collection inside the spleen. We diagnosed spontaneous intrasplenic hematoma secondary to a thrombolytic agent and treated the patient nonsurgically. The patient was doing well until 2 weeks later, when he presented with abdominal pain, fever with chills and leukocytosis. A CT scan showed a multiloculated splenic collection involving almost the entire organ, suggesting abscess. Ultrasoundguided needle aspiration confirmed the diagnosis. We carried out a supraumbilical laparotomy through a midline incision and performed a subtotal splenectomy (Fig. 1) . We freed the organ from its attachments and brought it toward the anterior abdominal wall. We ligated all the splenic vessels except the splenogastric ones, divided the spleen using the ischemic transition area as a landmark and sutured the remnant with 2-0 chromic catgut stitches. Culture samples grew Staphylococcus aureus, so we administered venous antibiotic treatment for 30 days before discharging the patient. At 2.5 years' follow-up, he was asymptomatic and disease-free: his complete hemogram was normal, and a splenic cintilography scan with technetium-99m showed a functional splenic remnant (Fig. 2) 
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an incidence of 0.1%-0.7% 3 and reports citing mortality rates of 12%-47%. [1] [2] [3] Etiologic factors associated with splenic abscess include metastatic infection from other sites such as bacterial endocarditis, secondary infection of splenic infartion such as hemoglobinopathies, trauma to the spleen, immunodeficiency and contiguous infection by direct spread. Our patient was receiving multiple intravenous drugs, which caused transitory bacteremia 4 with posterior infection of the hematoma. The most common organisms obtained from cultures of splenic abscesses are aerobic microbes, in particular staphylococci, streptococci, salmonella and Escherichia coli. 3 It is less common to encounter anaerobic organisms, possibly owing to the difficulty in culturing these microbes; however, an increasing number of reports are citing findings of mycobacteria and fungi in immunosuppressed patients. Splenic abscesses are polymicrobial in 36% of cases. 1 Establishing a diagnosis of splenic abscess on clinical grounds is difficult. Fever is present in 90% of patients, but only 66% present with the classical triad of fever, left upper quadrant pain and splenomegaly. The initial management of splenic abscess involves administering empiric vbroad-spectrum antibiotics that can later be changed according to culture results. A plain abdominal radiograph can show a soft-tissue mass in the left upper quadrant, displacement of the gastric bubble, elevation of the left hemidiaphragm or a left pleural effusion. Abdominal ultrasonography is cost-effective, noninvasive and very useful for percutaneous drainage. With a sensitivity of 96%, CT is presently the gold standard to establish a diagnosis of splenic abscess. 1, 2 There are reports of patients considered to be unfit for surgical intervention receiving medical therapy with antibiotics alone, but these patients are the exception rather than the rule. Nonetheless, even surgery patients should receive at least a 2-week course of antibiotics. Surgical options include percutaneous aspiration, percutaneous catheter drainage, open drainage and splenectomy (partial or total, open or laparoscopic). Whereas in the past, surgical treatment for splenic abscess was splenotomy, current treatment places importance on preserving splenic function whenever possible. Percutaneous drainage is indicated for uniloculated or biloculated abscesses and for high-risk surgical patients.
2 Splenic resection is indicated for failed percutaneous drainage or multiloculated abscesses. 3 We have demonstrated that the upper part of the spleen, vascularized by splenogastric vessels, has satisfactory immune function. 5 In our patient's case, that was the only part of the organ free of abscess loci, therefore subtotal splenectomy was our only chance to preserve some splenic tissue. Once we established adequate antibiotic therapy (spectrum and length of use), our patient recovered uneventfully.
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